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ABSTRACT
Previous literature stated that the transition to parenthood is marked by many stressful changes.
Studies focused on the transition to first time-motherhood as implying a radical overhaul of
individuals' hierarchy of values, requiring an experiential adjustment to new environmental
challenges, and a redistribution of the limited psychic resources among them in daily life. In spite
of the radical changes that are connected to the birth of the second child, literature on second-time
motherhood is scarce and under-investigated.
Moving from these premises, the study aimed at analysing the psychosocial resources and the
risk factors associated to second-time motherhood before and after childbirth. In particular, we
focused on mothers' everyday life and quality of experience. The novelty in the present approach
was to focus on the joint analysis of well-being, in both its hedonic and eudaimonic components,
and ill-being, evaluated in terms of risk of perinatal depression.
Participants were 22 women (aged 24-40) recruited at the Obstetric and Gynaecology Unit of
Hospital Luigi Sacco of Milan, between November 2011 and January 2014. Data were collected
through single-administration questionnaires assessing well-being and ill-being indicators, as well
as real-time measures, assessing everyday life and quality of experience. In particular, data were
collected trough Experience Sampling Method (ESM), providing on-line information on the
experience fluctuation during daily life. For one week participants carried an electronic device
sending acoustic randomised signals 6-8 times a day. At signal receipt, participants provided self-
reports about ongoing activities and associated experience. Likert-type scales measured emotional,
cognitive, and motivational psychological dimensions, including challenges perceived in the
activity and related personal skills. Answers to open-ended questions were assigned numeric codes
and grouped into categories according to functional criteria. The values of scaled variables were
standardised before analysis. Moreover, the relationship between levels of perceived challenges and
skills - on the one side - and the quality of experience - on the other side – was explored through the
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Experience Fluctuation Model (EFM).
Findings obtained from single-administration instruments analysing well- and ill-being indicators
showed that women overall reported low levels of depression and psychopathological symptoms, as
well as good mental health both during and after pregnancy. Evidence obtained from real-time
instruments highlighted that women's daily quality of experience was subject to fluctuations
associated with contingent roles and tasks required by motherhood: Along with meaningful sources
of optimal experience, the elective investment on children and nuclear family could also be
intended as an important source of boredom, relaxation and apathy. Results showed that the
complexity and specificity of second-time pregnancy and puerperium transition should encourage
health professionals to adopt a more articulated prevention approach, supporting mothers’ healthy
psychological adjustment.
To the best of our knowledge, this was the first study focusing on the joint analysis of well-
being, in both its hedonic and the eudaimonic components, and ill-being, evaluated in terms of risk
of perinatal depression. 
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CHAPTER 1
THEORICAL BACKGROUND
1.1 The Three Dimensions of Health: from the Biomedical Approach to the Bio-psycho-social
Model
 Definitions of health vary according to cultures and historical periods (Delle Fave & Bassi,
2013; Jones, 2004) undergoing constant changes over time (Levin & Browner, 2005).
Over the last two centuries, dominant Western ideas about health have been shaped by the
Biomedical or medical (sometimes also known as the bio-mechanical) model of health. The
Industrial Revolution and the transition to new manufacturing processes in the period from about
1760 to 1840, marked a major turning point in history; almost every aspect of daily life was
influenced in some way by it.
The Industrial Revolution led to a remarkable increase in workers’ wealth and to the emergence
of a strong middle class, and findings and discoveries in medical research played a crucial role in
formulating the concepts of illness and health. The demonstration of a correlation between germs
and disease and the introduction of the scientific method in clinical investigations gave an
additional contribution to the already deep-rooted idea that the body structures and mechanism were
separated from the processes underlying mind and soul functioning. The biomedical approach that
emerged and that is still widespread is centred on disease, classified through signs and symptoms
and analysed according to rigorous Evidence-Based Medicine (EBM) rules. Evidence-based
medicine advocates that to the greatest extent possible, decisions and policies should be based on
evidence, not just on beliefs of practitioners, experts, or administrators.
The Biomedical model has three key principles: 1) disease is a breakdown in the normal
functioning of the body; 2) the mind and body can be treated separately (dualistic separation of the
person into mental and physical components); and 3) trained medical specialists are considered to
be the only experts of human body. A patient is equated to a sick body that can be handled,
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explored and treated independently from his mind and other external considerations. Treatment
therefore will be provided by medical professionals with appropriate knowledge and in an
environment where medical technology is available (Giddens & Sutton, 2009). ‘Illness’ is what a
patient suffers from when he/she experiences a breakdown in the way he/she is feeling or thinking,
and ‘disease’ is an abnormality of the body and its components and it is diagnosed and treated by
doctors (Pool & Geissler 2005).
 Health and illness are conceptualised as opposite poles of a continuum and, therefore, health is
simply absence of disease. In other words, the biomedical model is centred on the disease, on the
contribution of the physician to the process of medical care, and patients are attributed a passive
role of “carrying a problem” (Delle Fave & Bassi, 2013). In this deterministic view, the focus is on
objective health, understood as an objectively measurable physical condition. Medical ownership is
integral to the concept of disease. Disease ‘belongs’ to the doctor, in that the doctor has the
responsibility and privilege to name, predict and treat it (Salmon & Hall, 2003).
Several strengths characterise this model: a) the ability to verify the effectiveness of
intervention, due to the instrumental and the anatomic-functional countercheck; b) the possibility to
test hypotheses with controlled randomised trials and rigorous methodology; c) the possibility to
compare and spread knowledge. The anamnestic and the therapeutic processes are centred on
pathology and point to the best possible diagnosis and to the comprehension of risks and benefits
connected with specific type of interventions (Arnold, et al., 2005). The success of a therapy is,
therefore, concretely evaluated in terms of life expectancy, expressed in years of survival. The
model provides important advancements in understanding and treating disease, as well as in
planning social and international policies aimed at granting adequate standards of health and
assistance to all citizens (Delle Fave & Bassi, 2013).
Despite the important contributions that the Biomedical model has been able to provide,
important limitations have been described. For instance, Jones (2004) argued that the model has
proven to be an instrument of partial knowledge, centred on a reductionist view of disease.
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Therefore, a new and more exhaustive model was theorised by psychiatrist George L. Engel and
discussed in a 1977 article in Science where he posited "the need for a new medical model”.
Drawing on Systems Theory of Weiss and von Bertalanffy (1968), he proposed th e bio-psycho-
social model (BPS) in which he stated that biological, psychological, and social factors all play a
significant role in human functioning in the context of disease or illness. Biological factors refer to
body structures and their functioning, the psychological aspect entails thoughts, emotions, and
behaviours, while the social aspect of health refers to the social socio-economical, socio-
environmental, and cultural components of the individual.
Therefore health is best understood in terms of a combination of all these factors rather than
purely in biological terms. 
The BPS paradigm also appears to be a technical term for the popular concept of the "mind–
body connection": Each patient is a unique entity differently affected by each biological,
psychological and social happening. Any perturbation in one part of the system will affect another
part of the system. For instance, deterioration of a patient's condition (biological effect) can
negatively affect their emotional states increasing stress and anxiety levels (psychological effect),
which affects their ability to work or perform daily routine activities (social effect), which will
subsequently increase pain and/or disability levels. 
Therefore, the biological component deals with the mechanisms through which the functioning
of the individual's body ends up in illness. The psychological component looks for potential
psychological causes for health problems, such as lack of self-control, emotional turmoil, and
negative thinking. The social part of the model stresses on different social factors, such as
socioeconomic status, culture, poverty, technology, and religion can influence health (Santrock,
2007). BPS highlights the importance of understanding the patient as a unique individual taking
into consideration the irreducible unity of the mind and body.
The model emphasizes the active role of the individual both in the etiopathogenesis of disease
and in the treatment process which is considered as a negotiation between the practitioner and the
8
patient. Being an individual with a subjective interpretation of health and disease, the patient is also
considered as a carrier of a specific cultural background and a member of a particular society. 
BPS addresses the issue of health complexity through the involvement of other disciplines
besides medicine, such as psychology, sociology and anthropology. It does not aim at displacing the
whole biomedical approach or at downgrading the role of the physician; rather it aims at
emphasizing the importance of the patient’s contribution to the process of prevention and cure,
integrating the various disciplinary perspectives and broadening the intervention potential (Delle
Fave & Bassi, 2013).
There are conflicting findings in the existing literature regarding the extent to which the BPS
model has been integrated into the medical domain, most literature states that the Biomedical model
continues to be the bedrock in which foundation of the health care system is based in the western
societies (Zalewski, 2000). Nonetheless, in line with the bio-psycho-social approach, the World
Health Organization (WHO) defined health as “a state of complete physical, mental and social well-
being, and not merely absence of disease or infirmity” (WHO, 1946). According to the WHO, the
main determinants of health include the social and economic environment, the physical
environment, and the person's individual characteristics and behaviours (WHO 2011).
When it comes to mental health, the WHO defines it as "a state of well-being in which the
individual realizes his or her own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to his or her community" (WHO
2004, pp. 12). In this perspective, mental health is not just the absence of mental illness or
disabilities. Mental health and well-being are fundamental to our collective and individual ability as
humans to think, emote, interact with each other, earn a living and enjoy life. On this basis, the
promotion, protection and restoration of mental health can be regarded as a vital concern of
individuals, communities and societies throughout the world (WHO 2014).
The definitions presented above represent an important breaking point with respect to the
Biomedical approach, shifting the focus from the absence of disease to the presence of well-being,
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from cure to prevention (Delle Fave & Bassi, 2013), as will be shown in the next section.
1.2 The Promotion of Health and Well-being: the contribution of Positive Psychology
In spite of the complexity of the definition of health and its multifaceted form, the identification
of the shortcomings, deficits, and disorders connected to the human condition has traditionally
catalysed the bulk of researchers’ attention. In 1970 Maslow (Maslow, 1970) stated that the science
of psychology had been far more successful on the negative than on the positive side: It revealed
much about humans' shortcomings, illness, and sins, but little about potentialities, virtues,
achievable aspirations, or full psychological potentials; as if psychology voluntarily restricted itself
to only half its jurisdiction. 
However, over the last decades a new area of studies focused on the individual and on the
environmental resources that can promote well-being and life fulfilment. The advent of this new
approach can be traced back to Martin E. P. Seligman's Presidential Address to the American
Psychological Association (APA) in 1998. He stressed that psychology had largely neglected the
latter two of its three pre-World War II missions: curing mental illness, helping all people to lead
more productive and fulfilling lives, and identifying and nurturing high talent. The advent of the
Veterans Administration (in 1946) and the National Institute of Mental Health (in 1947) had largely
rendered psychology a healing discipline based upon a disease model and illness ideology. With
this realisation, Seligman resolved to use his APA presidency to initiate a shift in psychology’s
focus toward a more positive psychology. 
In January 2000 he defined “Positive Psychology” in the issue n.55 of the American
Psychologist with his colleague Mihaly Csikszentmihalyi. The two authors therein proposed an in-
depth reconsideration of the past psychological tradition bringing forward the need to catalyse a
change in the focus of psychology from preoccupation only with repairing the worst things in life to
also building positive qualities (Seligman & Csikszentmihalyi, 2000, p. 5). Psychology is not just
about illness or health; it is also about work, education, insight, love, growth, and play: In this quest
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for what is best, Positive Psychology tries to adapt what is best in the scientific method to the
unique problems that human condition presents in all its complexity (Seligman, 2002 in Snyder and
Lopez 2002).
In the following years, a growing number of researchers started to investigate the positive side of
behaviour and psychological processing, formalising and measuring constructs such as happiness,
personal growth, subjective well-being, and positive emotions, with the aim of developing a science
of well-being (Delle Fave, et al., 2011).
A key interest of Positive Psychology is the analysis of happiness: What it is, what factors
favour its achievement, what consequences it entails for human well-being at the individual and
community levels. In the past, a number of researchers involved in various domains had already
devoted their work to the study of happiness. Indeed happiness is not a neutral term, neither at the
cultural nor at the psychological levels (Delle Fave & Bassi, 2009; Delle Fave, 2004). Individuals
and social groups develop a notion of what is good and desirable as function of philosophical,
ethical, and religious beliefs, personal and collective values, meanings, expectations, and needs. In
addition, there can be fluctuations and even radical changes across time in approaching happiness,
as historical and economical circumstances, as well as general beliefs, are subject to change  (Delle
Fave, et al., 2011). 
From the theoretical perspective, two philosophical traditions have been advocated by positive
psychologists in the definition of happiness: hedonism and eudaimonism—both rooted in ancient
Greek philosophy (Ryan & Deci, 2001).
1.2.1 Hedonia and Eudaimonia
The term hedonia (ηδονέ) was introduced by the Cyrenaics. Aristipus of Cirene, pupil of
Socrates, identified well-being with pleasure affirming that things were good and right if they
produced pleasure. From this perspective, the hedonic1 approach in Positive Psychology gives
1
The Cyrenaics hedonism was more drastic than Socrates’ theory. From his perspective, pleasure consisted of a
“slight movement” of the senses that has value only as long as it is perceived. For Cyrenaics, pleasure and the true
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prominence to feelings of pleasure, comfort and enjoyment, equating happiness with positive
emotions and satisfaction with life.
The term eudaimonia2 (εύδαιμονία) originates from the Nicomachean Ethic of Aristotle and it
means “presence of a good daimon”. It identifies a way of being that realizes the ultimate purpose
of the individual dealing with optimal functioning, and equating happiness with the human ability
to pursue complex goals which are meaningful to the individual and society (Ryan & Deci, 2001). 
The predominant view of happiness from the hedonic perspective rests on the concept of
subjective well-being proposed by Ed Diener (SWB; Diener, 2009) and it is operationalised as the
prevalence of positive emotions on negative ones (emotional component), and a personal judgment
on satisfaction with one’s life as a whole, or with specific life domains such as work or
relationships (cognitive component). Hedonic happiness can take place with no effort at all, “sitting
on the couch watching TV, one hand on the remote, and the other in a bag of chips” (King, et al.,
2002, p. 37). It refers to the achievement of a homeostatic balance through the fulfilment of desires
and appetites and is basically focused on the personal fulfilment of individualistic needs
(Veenhoven, 2003): The happiness of the person takes precedence over the happiness of the
community, which is seen as the social space allowing for the fulfilment of self-interest.
Research showed that SWB has both a direct and an indirect positive influence on individuals’
health, being positively correlated with physical conditions, satisfactory relations, management of
one’s health conditions, and longevity (Diener, 2009). However, the relation between SWB and
form of happiness is not conceived as a goal to strive to with action and movements, but as a state of rest.
2 The title derives from the fact that Nicomaco, Aristotle’s son, edited the books. In the Nicomachean Ethic, Aristotle
investigated which science should determine what happiness is and how individuals can achieve it. This goal should
not be achieved by the political science, since “happiness is desirable when it belongs to a person, however it is
better if it belongs to the nation or to the people (polis)” (Nicomachean Ethic, 1,2). Well-being therefore is the goal
every individual pursues and the ultimate purpose is happiness. The latter does not derive from wealth or rewards,
nor from physical pleasure, rather from the exercise of virtues, defined as the realization of internal potentials and
resources of human being. In this sense, it is the “peculiar work of the single individual” and it derives from the
cultivation of its specific abilities: “And happy is the man whose done to explain the activity of soul according to
virtue, not for a short time but for a lifetime […]. In a complete life one swallow does not make a summer or a
single day: and so neither one day or even a short time make man blessed and happy” (Nicomachean Ethic, 1,6).
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health may be more complex than one might expect: Some people with objectively poor health
report high SWB, whereas some people with low SWB have no signs of somatic illness.
Eudaimonia is related to good functioning in terms of growth opportunities, effort, and
commitment. In particular, happiness as feeling good can be set aside, at least temporarily, in the
pursuit of important goals, such as family relations, good health, maturity, self-control. Eudaimonic
well-being, overall refers to a process of growth in complexity, towards the achievement of a higher
good, and the pursuit of meaningful goals (Ryan & Deci, 2001). The eudaimonic view supports the
harmonization of individual happiness with collective well-being in a process of mutual influence
in which individuals and society collaborate in the construction of a shared project of integrated
fulfilment (Nussbaum, 1993).
A variety of constructs have been operationalised under the umbrella term of eudaimonic well-
being. One essential aspect of eudaimonic happiness is meaningfulness (Baumeister & Vohs, 2002).
Meaning-making represents a crucial process in organising the individuals’ experience in time
(Kegan, 1994), so that daily events are integrated into unique life stories. Another contribution to
eudaimonic happiness derives from the pursuit of human virtues and the mobilisation of personal
strengths (Seligman, 2002). From a broad perspective, Carol Ryff and her colleagues (1989; Ryff &
Singer, 2008) developed the multidimensional concept of psychological well-being (PWB),
consisting of six dimensions: Self-acceptance - acknowledging and accepting multiple aspects of
self, including good and bad qualities; positive relations - having warm, satisfying and trusting
relationships with others; autonomy - being self-determined and able to resist social pressures;
environmental mastery - having a sense of competence and control in managing the environment;
purpose in life - having goals and a sense of directness in life; and personal growth - seeing oneself
as developing, growing, expanding and open to new experiences. Research has shown that high
levels of PWB have a protective effect on physical health: There is promising evidence that
eudaimonic well-being is linked with better neuroendocrine regulation, better immune function,
lower cardiovascular risk, better sleep, and more adaptive neural circuitry (Keyes, 2007; Ryff &
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Singer, 2008).
1.3 Optimal experience and psychological selection
From the eudaimonic perspective individuals play an active role both in determining their life
trajectories and in influencing the long-term development of the human species. The scientific
advancements of the 20th century helped clarify this role (Delle Fave, et al., 2011). In particular,
crucial contributions came from physics and biology which incorporated the study of human beings
within a wider living systems perspective. Von Bertalanffy (1968, p. 121) stated: “Considering the
organism as a whole, it shows characteristics similar to those of systems in equilibrium. We realise
at once, however, that there may be systems in equilibrium in the organism, but that the organism as
such cannot be considered as an equilibrium system. The organism is not a closed, but an open
system. We term a system "closed" if no material enters or leaves it; it is called "open" if there is
import and export of material”. 
As such, individuals present two relevant characteristics: They are autopoietic, self-organising
systems aiming at reproducing their specific organisation pattern (Maturana & Varela, 1980;
Varela, et al., 1991). They are also complex, far-from-equilibrium living entities, in constant
dynamic interaction with their environment, be it natural or cultural (Prigogine & Stengers, 1984).
The General System Theory, the theory of autopoietic systems, and the Dissipative Structure
Theory outlined above provide an overarching framework for understanding the active role of
individuals in the interaction with their environment. In particular, the human mind plays a crucial
role in directing, organizing, and monitoring the efforts toward energy exchange for survival and
adaptation. The mind, like any other living system, tends toward order and complexity and presents
various states, referred to as experiences, which are ultimately determined by the mind’s dynamic
structure and organization. Besides being directed by internal drives, like hunger, or external
rewards, like social approval, behaviour is guided by priorities established by the needs of the self
(Delle Fave et. al., 2011). 
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At any given moment, individuals are faced with a great number of information coming from
the outer and inner worlds which greatly exceeds the limited capacity of the psychic functions
devoted to its processing (Csikszentmihalyi, 1978). From the perspective of the theory of
communication (Shannon & Weaver, 1963), information is “a measure of one’s freedom of choice
when one selects a message” (p. 9) and is commonly expressed in terms of entropy, that is in
relation to the number of possible alternatives or degree of randomness in the situation: Thus, the
higher the number of alternatives, the higher the number of information bits.
While this definition regards the quantitative aspects of a message, the quality and content of
information is linked to (a) meaning, that is the relationship between content and individuals’ life
trajectories and cultural and social systems and (b) the quality of subjective experience people
associate with the information content (Csikszentmihalyi & Massimini, 1985; Delle Fave, 2004). 
Subjective experience comprises cognitive, emotional and motivational components that
undergo changes in relation with modifications in the internal and external conditions (Le Doux,
2 0 0 2 ) . Subjective experience is idiosyncratic, since it derives from the biological,
neurophysiological and emotional-motivation configuration of the individual. Moreover, it is
unstable, since it is exposed to changes in relation with the progressive and continuous increase of
information and complexity that characterises human beings. Subjective experience, therefore,
guides the individual's interaction with the environment, and influences the selection of information
and daily activities (Delle Fave, 2004b, 2007; Massimini & Delle Fave, 2000). 
According to the theory of psychological selection while interacting with the environment each
individual preferentially selects activities and opportunities for action on the basis of the associated
quality of experience (Delle Fave & Bassi, 1998; Massimini, et al., 1996). This is function of two
key variables: the challenges or the opportunities for action perceived in daily activities and
situations; and the skills or abilities perceived in facing such challenges. Different experiential
profiles have been identified on the basis of the more or less balanced relationship between
challenges and skills values.
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Since the late 1970s, Mihaly Csikszentmihalyi has greatly contributed to the investigation of
the phenomenology of subjective experience through the analysis of people’s self-reports and
descriptions of their quality of experience in various situations and contexts, for example, while
performing complex and challenging tasks at work or during leisure time, such as surgery, art,
mountain climbing, and chess playing (1975/2000, 1990, 1993). In particular, he identified flow or
optimal experience, and described it as a positive and complex state that individuals preferentially
select, characterized by high levels of concentration, involvement, control of the situation,
enjoyment, and perception of clear goals. Its core feature is the perception of high environmental
challenges balanced with adequate personal skills (Csikszentmihalyi, 1975; Csikszentmihalyi &
Csikszentmihalyi, 1988; Massimini & Delle Fave, 2000). 
Optimal experience is a state of balance and complexity, in which all psychological
components - emotional, motivational and cognitive ones - show positive values, promoting high
performance and well-being (Delle Fave & Massimini, 2005).  Here are some expressions
individuals use to describe it (Csikszentmihalyi, 1975): 
My mind isn’t wandering. I am totally involved in what I am doing and I am not thinking of
anything else. 
My body feels good. . . the world seems to be cut off from me. . . I am less aware of myself and
my problems. 
My concentration is like breathing. . . I never think of it. . . When I start, I really do shut out the
world. 
I am so involved in what I am doing. . . I don’t see myself as separate from what I am doing.
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In particular, optimal experience is characterised by the following dimensions
(Csikszentmihalyi, 1990; Nakamura & Csikszentmihalyi, 2009):
1. Perception of high challenges and opportunities for action balanced with adequate personal
skills in facing them.
2. Intense and focused attention on the ongoing activity, and concentration on a limited set of
stimuli that are relevant for the performance of the situation individuals are involved in.
3. Merging of action and awareness: While being absorbed in the activity, individuals are not
aware of themselves as separate from the actions they are performing, thus promoting the
spontaneous involvement in the activity.
4. Loss of reflective self-consciousness: Individuals lose awareness of themselves as separate
from the world around them, and feel in union with the environment.
5. Sense of control over one’s actions: Individuals experience the sense of exercising control,
which conveys a feeling of security and power.
6. Alteration of the temporal experience: Time no longer seems to pass the way it ordinarily
does, and it is typically perceived to pass faster than normal. 
7. Clear goals: Individuals know what they want to achieve. Goals can be proximal or have long-
term meaning. Goals facilitate attention focus and commitment to meaningful activities.
8. Clear rules and positive feedback about the progress being made: Positive feedback contains
the message that the performance is going well and a specific goal has been met.
9. Intrinsic motivation: Optimal experience entails doing something for the interest in and
enjoyment of it, with no expectation of external gain or reward.
Optimal experience is not centred on pleasure and positive mood: Individuals emphasise their
involvement in high-challenge tasks that require active participation, and the satisfaction that
derives from the improvement of personal abilities. Optimal experience can thus be ascribed to the
eudaimonic perspective, since it emphasises the mobilization of resources, the development and
implementation of abilities and skills, self-determined behaviour, the building of social
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competencies and interpersonal relations, the pursuit of aims and activities which are meaningful
for the individual and the society. This implies that a person can actively and voluntarily pursue
activities, goals, or relations considered as important, but not necessarily leading to individual
benefits and pleasure (Delle Fave, 2007; Delle Fave & Massimini, 2005). Situations and activities
associated with flow experience are selected through the preferential allocation of attention,
everyday and throughout life: They become the core of psychological selection. This process of
activity selection can have implications in the long term, since the result of this life-long process is
the individual life theme (Csikszentmihalyi & Beattie, 1979), considered as the set of activities,
social relations, and life goals, preferentially and uniquely cultivated and pursued by each
individual.
1.4 Mental Health as Flourishing
Previous studies showed that hedonic indicators and eudaimonic indicators can operate
independently of each other (Gallagher, et. al., 2009; Huta & Ryan, 2010; Linley, et. al., 2009):
Although highly correlated, they represent separate constructs. Not only can happiness be
understood as a transient emotion, or an experience of fulfilment and accomplishment (satisfaction
with life), it can also be understood as a long-term process of meaning-making and identity
development through the actualization of one's potentials and pursuit of subjectively relevant goals
(Delle Fave et. al., 2011). These findings attest to the importance of studying both aspects of
happiness respecting its ontological complexity. For this reason, the joint investigation of hedonic
and eudaimonic constructs and their mutual relations can foster the development of more
exhaustive and integrated frameworks. Seligman (2002) hypothesised that the full life (being high
in both eudaimonia and hedonia) leads to greater satisfaction with life than pursuit of eudaimonia or
hedonia alone, or than the empty life (being low in both eudaimonia and hedonia levels).
One model integrating hedonia and eudaimonia has been proposed by Corey Keyes (2002, 2005,
2007). It is centred on the concept of mental health as a syndrome of personal well-being including
18
